red in colour; it was opened, and the canal followed towards the ampulla, where an 'opening was made into the vestibule; no pus seen. The region of the oval window was found to be covered with small red granulations, and the stapes was absent; the vestibule was opened in this region by enlarging the oval window downwards and forwards; only clear fluid escaped in small quantity. Plastic on Korner's method; posterior wound closed with clips; granulations in left ear curetted. Duration one hour and a half.
red in colour; it was opened, and the canal followed towards the ampulla, where an 'opening was made into the vestibule; no pus seen. The region of the oval window was found to be covered with small red granulations, and the stapes was absent; the vestibule was opened in this region by enlarging the oval window downwards and forwards; only clear fluid escaped in small quantity. Plastic on Korner's method; posterior wound closed with clips; granulations in left ear curetted. Duration one hour and a half.
Progress.-Vomiting continued for two days after operation; on fourth day wound cavity was dressed, but bleeding obscured the view; incision healed by first intention, but the boy was very noisy and restless during dressings, so that packing was rendered difficult; a fortnight after the operation packing was entirely discarded. One month after operation there is still slight nystagmus on rotation of eyes to left, and staggering when he stands on left leg with eyes shut, but both conditions less marked than before operation; patient giddy and inclined to vomit for one day after these tests had been applied.
Notes of a Case of Ablation of both Vestibules for the
Relief of Vertigo.
By GEORGE GIBSON, M.D., and RICHARD LAKE, F.R.C.S.
THE, case, the notes of which we have the honour to bring before the Section, was originally shown before the Otological Society of Great Britain on March 6, 1905. The patient, a female, was then aged 26. She had had scarlet fever, rheumatic fever, and measles as a child. Her deafness commenced at the age of 19, though she had previous ear trouble, vertigo first being noticed about this time.
When examined she was completely deaf to the voice, but was able to hear C1 and C0 when struck very hard. On January 2, 1905, the whole of the inner ear on the right side was ablated. Some few months after this operation vertigo on the left side became so severe that the left ear was operated upon on January 17, 1906, and the vestibule ablated. There is nothing of note to report about the immediate-after-result of this operation, and although at first one had been inclined to believe that the tinnitus had not been relieved by the first operation, this was not so, as the only noises the patient now hears are that occasionally she imagines that she hears voices calling her at night. Before the operation on -the second side was undertaken, the advice of Dr. Risien Russell was sought, in order to obtain a definite opinion as to the probable effects of destroying the vestibular nerve on both sides. The form of opera-*tion adopted was fully described in the Lancet of January 6, 1906, so there is no need to trouble the members of the Section with any references to its technique.
Notes by Dr Taste.-Patient to-night could not taste any of the solutions with either the sound or affected side. At times, while watching the right lower eyelid especially, a well-marked tremor has appeared, and one or two definite contractions of the orbicularis.
VIII. Complete deafness on both sides. The patient cannot hear a watch applied to the ear on either side, nor can she appreciate it if pressed on any part of her head. She can just make out a loud clap of the hands close to the ear, though not infallibly. All appertaining to coordination and equilibrium good. The patient walks wonderfully well, perfectly straight, without staggering and faltering, and can stand with her feet together both with eyes open and shut.
IX., X. No weakness of these so far as can be ascertained. XI. Also seems quite sound. Both shoulders can be shrugged quite well, and patient says she has always been able to carry out this movement.
XII. When the tongue is protruded it is thrust out towards the left side, and there is considerable difficulty in getting it over to the right side at all. When examined in the mouth there is a scar on the right side, about anterior two-thirds, which diminishes the total size of this side. The patient cannot remember anything happening to cause this. The right side is much more tremulous than the left. Note by Mr. Richard Lake: I will only deal briefly with lily experience of this operation for the relief of vertigo. I brought forward the first recorded case in March, 1906 , before the Otological Society of Great Britain. Since then I have operated for vertigo in M6niere's disease, unconnected with suppuration, five times-six in all. These cases were all operated on for the relief of a condition which either caused agoraphobia or prevented the patient from earning his or her livelihood. In all complete relief has been afforded-in the first case for four years, in the second, third, and fourth forperiods of one to three years, in the last two one under six months and the other only for as many weeks. The one which was only JY-19A Dr. ALBERT GRAY said he would like to say a few words about the physiology of the vestibule and canals and the light thrown upon it by a case such as this. Ewald, some years ago, put forward a theory to the effect that these structures were responsible for the tone of the skeletal muscles, and he described an extraordinary number of experiments to support that view. He noticed, from the physiological examination of this patient after operation, that the case did not lend any support to Ewald's theory at all. The case rather corroborated the view that these structures were concerned in giving information as to the position of the head and, to a certain extent, the position of the body after rotation. That was Crum Brown's theory, expressed a great many years ago, and he believed that it was the one which was most satisfactory. His own investigations of the comparative anatomy of the subject also seemed to give evidence in support of the correctness of Crum Brown's theory, for in animals that have their cervical vertebrae ankylosed, such as the Cetacea, the movements of the head were extremely limited; and associated with this was the fact that in these animals the semicircular canals and vestibule had undergone extraordinary retrograde changes and the nerve supply was very much reduced.
Mr. SYDNEY SCOTT said that Dr. Fraser's case was one which interested him very much, especially as he noticed the operation on the labyrinth was that described by Dr. Milligan as the "bridge operation on the labyrinth" and which, with Mr. West, he described under the name of" double vestibulotomy," as distinct from other forms of vestibulotomy, in which a single opening is made in the vestibule. He welcomed the case which Dr. Fraser had frankly put forward as a contribution to our study of the surgery of the labyrinth. They wanted to know all they could about these operations, their precise clinical indications, as well as the lesions with which they were associated. In particular they would like to know something more about nystagmus and the connection between nystagmus and intralabyrinthine lesions. Barany's observations were, he believed, well known. Although unacquainted with the methods of the Viennese school it so happened that he had taken the opportunity of examining a considerable number of cases for nystagmus, and it had now become a matter of routine to observe the exact forms of nystagmus met with in aural diseases. He would suggest that in descriptions of cases in which the term "nystagmus" was used they should pay special attention to the form and direction of the movements constituting nystagmus. He would like to ask Dr. Fraser what was the direction of the rapid movement of the eyeballs in the nystagmus provoked by syringing the right ear of his patient before the operation with hot water, and whether the movement differed in direction after syringing with cold water. He had been able to bear out the principal observations of BArAny with regard to the effects of syringing with hot and cold water, supposing the outer wall of, for example, the right labyrinth was exposed by a defect in the tympanic membrane to the influence of heat and cold; when the labyrinth was normal a definite form of nystagmus could be produced.
On syringing the ear with head erect, taking care not to exert increased pressure on the oval window, using water at II0 F., or, if there was no response, gradually increasing the temperature of the water to 1120 F. or 1150F., or in some cases even to 1180 F. (which was the limit of toleration), a certain form of nystagmus resulted. When the gaze was directed to the right, that is the syringed side, the rapid rhythmic movement of the eyeballs was directed horizontally to the same side; this was often accompanied by a slight-rotatory movement downwards. On fixation of the eyeballs to the extreme left the nystagmus absolutely disappeared, to return when the gaze was once more turned to the syringed side. There were some cases in which the nystagmus was very violent and was not arrested even in extreme deviation of the eyes to the opposite side, but the direction of the rapid movement was then always toward the side affected by heat. Cold water produced a different result. On syringing with water at 90 F., sometimes only after decreasing the temperature gradually to 80 F. or 700 F., or even 650F., he had found that after an appreciable inte-rval of time nystagmus, if present as the result of hot syringing and manifest during deviation of the eyes towards the syringed side, first ceased and then became replaced by nystagmus which was manifest on deviation of the eyes towards the side opposite that which was syringed. The rapid movement of the eyeballs was towards the opposite side and was either horizontal or rotatory when the head was erect; that was to say, the nystagmus produced by cold was of the same type as that produced by heat, but the direction of deviation in which the nystagmus became manifest, as well as the direction of the rapiu movement, was towards the opposite side. He had purposely laid stress on this question of nystagmus because it had been said to be rarely of much value, whereas his own observations led him to place very high value upon its significance. In gross lesions or destruction of the labyrinth he had failed to elicit nystagmus by either heat or cold. His plea was for more precise information on this important subject of nystagmus.
Mr. HUNTER TOD said there was one practical point he would like to ask about, namely, what was really meant by " ablation" of the vestibule? Did some include in this category the simple opening of the vestibule by chiselling away a small fragment of the external semicircular canal; or was it restricted to " ablation " in its true sense, meaning complete removal of the semicircular canals and curettement of their openings into the vestibule ? To determine the value of operations on the labyrinth, and whether they should be considered dangerous or not, it was, in his opinion, very important that -in the description given of any such operation the actual extent of the operation should be clearly defined, otherwise a false impression might unintentionally be given as to what was really done.
Dr. SYME said there seemed at the present time a danger of the hasty opening up of the internal ear when symptoms pointing to labyrinthine involvement arose in the course of middle ear suppuration. This operative procedure was attended with a good deal of risk. Moreover, in the great majority of cases the condition of the labyrinth was one of congestion or of inflammation and not of actual septic infection, and the symptoms disappeared after the performance of the radical mastoid operation. It was not unusual to find erosion of bone in the region of the external canal or of the inner tympanic wall, but with this was also frequently a protective formation of bone shutting off the cavities of the internal ear; so that their practice should be to perform the radical mastoid operation and, unless some very decided indication for opening up the internal ear, such as the escape of pus from a sinus, was found, to wait and watch the case carefully. If it was decided to proceed further the whole labyrinth should be laid open, but this, he thought, would be very rarely called for.
Mr. A. L. WHITEHEAD thought that in many cases of mastoid disease with a fistulous opening into the external semicircular canal, uneventful and perfectly satisfactory healing occurred after the performance of the radical mastoid operation alone. In Dr. Fraser's case it might have been desirable to try first the simple mastoid operation before opening up the entire labyrinth.
Dr. KERR LOVE said that when one heard that in twenty or thirty hospital cases operation on the internal ear had been performed, and when one could not find in ordinary hospital practice cases corresponding to these, one suspected that the internal ear operation was being unnecessarily performed. On the other hand, cases occurred in which special interference with the canals was undoubtedly an advantage, but as a rule it was not necessary to obliterate the whole internal ear.
Dr. McBRIDE wished to add his congratulations to Mr. Lake on this case and the others to which he had briefly referred. He hoped that on another occasion he would give fuller details. With regard to Dr. Fraser's case he had also intended to ask him why he operated on the labyrinth, but as this had already been done he had nothing further to add.
Dr. FRASER, in reply, said he had been pretty generally attacked for having performed this operation. He could only say that he did so on the symptoms. The patient was decidedly giddy and, with his eyes shut, could not stand upon either leg alone nor walk straight. Of course none of them were called on to do this, but still there was no doubt that, in this case, there was interference with the balancing powers. He quite admitted that it was possible that this patient would have got well if the radical mastoid operation had been performed and nothing further done; but he maintained that he had been justified by the result, as the patient was now much better. It was before his time, but he thought he was safe in saying that the arguments they had just heard were probably used when the radical mastoid operation was first introduced-he meant to say that at that time conservative operators regarded it as unnecessary to go clearing away the "bridge," the outer wall of the attic, the malleus aad incus when they had got very nice results with the Schwarze operation.
Notes of a Case of Otitic Meningitis, with Histological Specimens (Lantern Slides) of the Labyrinth, "demonstrating Streptococci in situ.
BY SYDNEY SCOTT, M.S.
Notes.-Primary streptococcal tonsillitis and pharyngitis, followed by acute otitis media, labyrinthitis, and lepto-meningitis.
Boy, aged 3l, admitted to the Evelina Hospital for Sick Children under the care of Dr. Whipham, March 31, 1908.
History.-There had been diarrhcea and vomiting lasting one day a week previously, and difficulty in swallowing had been present for four days. No rash.
Conditiont on A dmission.-Child looked very ill. Apathetic appearance. Temperature 102°F., pulse 140, respirations 36. Fauces and uvula ulcerated and covered with slough. Bacteriological examination by Dr. Leathem, pathologist to the hospital, showed predominance of long-chained Gram + (positive) cocci on swabs from throat.
